INTRODUCTION
Non-growing patients with skeletal Class II malocclusions can be treated by only two possible treatment approaches:
(1) orthodontic camouflage, based on selective extraction of permanent teeth followed by retraction of the protruding maxillary incisors to improve both dental occlusion and facial aesthetics without correcting the underlying skeletal problem; or (2) orthognathic surgery to reposition the mandible or the maxilla. Skeletal Class II problems are due to mandibular deficiency or downwardbackward rotation of the mandible caused by excessive vertical growth of the maxilla. Surgical treatment, therefore, consists of mandibular advancement, superior repositioning of the maxilla, or a combination. Mandibular deficiency is the problem in about two thirds of surgical patients; one third require maxillary surgery, either alone (15%) or combined with mandibular surgery (20%). 
CASE REPORT
A 19-year-old male patient came for orthodontic treatment with convex facial profile, incompetent lips, acute nasolabial angle and symmetrical face.
Retrognathic mandible was observable. Intraoral examination revealed severely proclined maxillary anteriors, increased overjet with mandibular mild anterior crowding with increased curve of spee.
Molars and canines were in Class II relation. (Figure 1 ).
Cephalometric analysis showed skeletal Class II with retrognathic mandible with low angle (Figure 2) . After the initial levelling and aligning, TADs (1.5/8 mm)
were placed between second premolar and first molar for anterior retraction in first and second quadrants and extraction spaces were closed using power chains. Final settling of occlusion was done with proper 
